Life is full of choices, from deciding what to wear when you get up in the morning to choosing what to eat for dinner in the evening. For health care professionals, work also means making choices, some simple but also some very hard ones. Deciding if a diagnostic test needs to be ordered, and if so which one, what medication to start a patient on and in what dosage, or deciding who should be invited to a multidisciplinary meeting about a complex case, are all in a day\'s work. Deciding what to discuss with patients regarding their contribution to medical education is an issue that deserves more attention.

In this issue of *Medical Education,* Porteous and colleagues describe a research approach to help understand how health care professionals (in training) make choices.[1](#medu13689-bib-0001){ref-type="ref"} They describe 'discrete choice experiments' as an approach with roots in economics that can be helpful to understand the value health professionals and trainees place on the different attributes connected to the choices they face. Next to some illustrative examples of how discrete choice experiments could be applied to issues related to health professionals' education, they provide one example of how attributes of different health services, such as 'distance to clinic, waiting time, consultation time and healthcare professional seen', might impact patients' preferences for one service over another. In this commentary, I solely focus on patients, their preferences and choices. I draw attention to our field\'s need to understand more about patients' values and choices in relation to being looked after by medical students and residents.

In many countries, trainees are the backbone of the health care system.[2](#medu13689-bib-0002){ref-type="ref"} When a patient goes to a teaching hospital, that is a hospital where medical students and residents are part of the workforce, it is very likely that learners at various levels of training contribute to the collective effort that results in that individual\'s care. This ranges from taking a history by a junior medical student to a resident performing a complex procedure. Apart from avoiding trainees by going to a (non‐teaching) community hospital or a private hospital, patients in teaching hospitals should get the opportunity to decide if they want to contribute to medical education or not. For instance, the American Medical Association (AMA) states in their Code of Medical Ethics Opinion 9.2.1 that 'all physicians share an obligation to ensure that patients are aware that medical students may participate in their care and have the opportunity to decline care from students'.[3](#medu13689-bib-0003){ref-type="ref"} Patients should be informed 'about the identity and training status of individuals involved in care'.[3](#medu13689-bib-0003){ref-type="ref"}

> Patients should get the opportunity to decide if they want to contribute to medical education

We know that being informed matters to patients, especially when it may entail trainees performing or practising sensitive procedures, such as a rectal or pelvic examination. Patients find being informed even more important when learners are involved while they are temporarily incapacitated, such as during anaesthesia for a surgical procedure.[4](#medu13689-bib-0004){ref-type="ref"} A systematic review published in 2015 that looked at patients' attitudes towards medical student participation across specialties found 59 relevant, but overall low‐quality, studies that used 61(!) evaluation instruments to determine patients' attitudes.[5](#medu13689-bib-0005){ref-type="ref"} The variation of acceptance of active medical student involvement varied from 7% (allow a medical student to perform a lumbar puncture for the first time) to 100% (allow a medical student to put on a splint) depending on the sensitivity and risk of the task and presence of direct supervision. Patients' satisfaction with their care did not appear to be influenced by medical student participation. A subset of papers also explored patients' reasons for willingness or refusal to contribute to medical education. The three most common reasons for accepting medical student participation were a desire to contribute to education, a perceived higher quality of care and a perceived increase in the knowledge obtained during the visit. The top three reasons for refusal were a desire for privacy, increased length of the office visit and gender of the medical student, with a preference for female students in specialties such as obstetrics and gynaecology.[5](#medu13689-bib-0005){ref-type="ref"}

Access to opportunities for active participation is essential for medical students' and residents' learning and professional development.[6](#medu13689-bib-0006){ref-type="ref"} Recent work reminded us that active involvement in patient care happens in only a small proportion of all possible learning opportunities that practice offers.[7](#medu13689-bib-0007){ref-type="ref"} The first chance to keep the pool of learning opportunities as large as possible is to get patients' consent on active trainee involvement. Yet, it remains unclear how to best inform patients of medical student and resident participation.[5](#medu13689-bib-0005){ref-type="ref"} Who should inform patients? There are indications that, compared with nurses, when attending physicians inform patients, this may lead to much lower willingness to accept medical students' involvement.[8](#medu13689-bib-0008){ref-type="ref"} What needs to be discussed with patients regarding trainees' participation? The AMA suggests that the first thing to do is to 'convey to the patient the benefits of having medical students participate in their care'.[3](#medu13689-bib-0003){ref-type="ref"} A recently published observational study in the USA on 30‐day mortality rates did indeed indicate that patients

> It remains unclear how to best inform patients of medical student and resident participation

might be better off in major teaching hospitals versus non‐teaching hospitals.[9](#medu13689-bib-0009){ref-type="ref"} But what do we tell individual patients? What are the potential benefits for an individual patient in a specific hospital if a specific task or procedure is performed by a specific trainee? Perhaps, emphasising an individual patient\'s benefits is the wrong path. After all, most patients agree not because they think they themselves will benefit but because they want to contribute to a greater good: education of the future health care workforce.[5](#medu13689-bib-0005){ref-type="ref"} To answer these questions, a programme of research is necessary. When there is more insight into the type of information that patients find relevant when considering whether to consent to contribute to medical education, a next step could be to use discrete choice experiments to understand how these different attributes are weighed and valued relative to each other.[1](#medu13689-bib-0001){ref-type="ref"}

Having a conversation with patients about their contribution to medical education starts with disclosing the presence of learners. Unfortunately, research indicates that our students might, through exposure to current practice, become less inclined to seek informed consent.[10](#medu13689-bib-0010){ref-type="ref"} This is a serious ethical issue, as Devettere notes in his book on health care ethics.[11](#medu13689-bib-0011){ref-type="ref"} First of all

> Our students might, through exposure to current practice, become less inclined to seek informed consent

because not disclosing this information 'disenfranchises patients' and second because it undermines the trust the public has in the medical profession.[11](#medu13689-bib-0011){ref-type="ref"} Trust is essential. At a time when the margins within which clinical educators need to balance patient safety with allowing trainees to learn from real practice seem to be getting smaller, a further erosion of trust could lead to a breakdown of training in actual practice.

> A further erosion of trust could lead to a breakdown of training in actual practice

The field of health professions education should be at the forefront of a societal discussion on this topic. Large educational changes, such as the adoption of outcome‐based education, programmatic assessment and the use of entrustable professional activities, are being implemented partly out of concerns for patient safety.[12](#medu13689-bib-0012){ref-type="ref"} If we have research that evaluates if these efforts indeed succeed in ensuring patient safety without detrimentally impacting trainees' learning, we need to take that to our patients and the public. Are they convinced that our educational changes lead to a health care system in which they as patients would be comfortable contributing to medical education? As a field, we can enable this discussion through good research. To some, it might seem an inconvenient discussion. What if more patients opt out, choose not to be looked after by a system that educates as well as provides service? In my opinion, not having the discussion is not an option. Moreover, I am confident, supported by the limited data that are available, that the public will see the importance of being looked after by trainees, at an individual and certainly at a societal level. If everyone on the team gets the opportunity to learn from patient care, everyone, including patients, benefits.

> Do our educational changes lead to a health care system in which patients comfortably contribute to medical education?
